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A Life Safety Code Recertification, State
Licensure and Quality Assurance
Walk-thru Survey were conducted by the
Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 09/18/12

002574

Provider Number: 155677
AIM Number: NA

Surveyor: Phillip Komsiski, Life Safety

At this Life Safety Code survey, Bell
Trace Health and Living Center was
found not in compliance with
Requirements for Participation in
Medicare, 42 CFR Subpart 483.70(a),

Fire, and the 2000

edition of the (NFPA) National Fire
Protection Association 101, (LSC) Life
Safety Code and 410 IAC 16.2. The

consisting of everything except the

Rehabilitation unit was surveyed with
Chapter 19, Existing Health Care

This one story facility was determined to

1) construction and was

K0000
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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continued program participation.
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fully sprinklered. The facility has a fire
alarm system with smoke detection in the
corridors, spaces open to the corridors and
hard wired smoke detectors in all resident
sleeping rooms. The facility has a
capacity of 80 and had a census of 71 at
the time of this survey.

The facility was found in compliance with
state law in regard to sprinkler coverage
and with smoke detector coverage.

All areas where the residents have
customary access were sprinklered. The
facility has one detached barn for facility
storage which was not sprinklered.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 09/24/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0051 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
A fire alarm system with approved
components, devices or equipment is
installed according to NFPA 72, National
Fire Alarm Code, to provide effective
warning of fire in any part of the building.
Activation of the complete fire alarm system
is by manual fire alarm initiation, automatic
detection or extinguishing system operation.
Pull stations in patient sleeping areas may
be omitted provided that manual pull
stations are within 200 feet of nurse's
stations. Pull stations are located in the path
of egress. Electronic or written records of
tests are available. A reliable second source
of power is provided. Fire alarm systems
are maintained in accordance with NFPA 72
and records of maintenance are kept readily
available. There is remote annunciation of
the fire alarm system to an approved central
station. 19.3.4, 9.6
Based on observation and interview, the K0051 K 051 NFPA 101 LIFE SAFETY 10/18/2012
facility failed to install 1 of 1 fire alarm CODE STANDARD lt is the
systems in accordance with NFPA 72, policy of Bell Trace Health &
National Fire Alarm Code, 1999 Edition. Living Center to maintain the
) rolling fire doors in accordance
NFPA 72, 1-5.2.5.2 requires the fire with NFPA Code. 1. The fire
alarm circuit disconnecting means shall alarm circuit disconnecting
have a red marking, shall be accessible means has been identified with
only to authorized personnel, and shall be ared label statjng “Fire Alarm
identified as FIRE ALARM CIRCUIT Panel Shut-off”. Il. The
. ] . maintenance director provided
CONTROL. This deficient practice could an inspection of the circuit
affect all residents as well as visitors and panel and no other fire system
staff. disconnecting means were
found to be out of compliance.
.. . ll. The Maintenance
Findings include: Department staff will inspect
the facility circuit panel
Based on observation on 09/18/12 at 1:10 quarterly to ensure that fire
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p.m. with the Maintenance Supervisor, alarm system disconnecting
the fire alarm system circuit breaker was means are appropriately
. o . . labeled. Maintenance
located in a utility room in the kitchen . .
. . . Department staff will review
next to the kitchen exit, but it was not requirement and verify
identified. Based on interview on understanding. IV.
09/18/12 at 1:15 p.m. with the Maintenance Department staff
Maintenance Supervisor, it was will report any non-compliance
he HFA who will bri h
acknowledged the breaker for the fire t? t '° Who wr I?rmg t _e
. . ] finding to the facility’s Quality
alarm system circuit was not identified. Improvement Committee. V.
COMPLETION DATE:
3.1-19(b) 10/18/2012
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K0130 NFPA 101
SS=E | MISCELLANEOUS
OTHER LSC DEFICIENCY NOT ON 2786
Based on observation, interview and K0130 K 130 NFPA 101 10/18/2012
record review; the facility failed to ensure MISCELLANEOUS
the care and maintenance of 1 of 1 rolling ltis th licy of Bell T
. . is the policy of Bell Trace
fire doors was in accordance with NFPA P Y
) ) Health & Living Center to
80. LSC 4.5.7 requires any device, maintain the rolling fire doors
equipment or system which is required for in accordance with NFPA Code.
compliance with the provisions of this
Code, such device, equipment or system 1h 1;'_19 co:t:actortmanal?mg
shall thereafter be maintained unless the in:p:ar:t:: ;]: :c);,lfi:;n;rea:oor
Code exempts such maintenance. NFPA for appropriate operation and it
80, 1999 Edition, the Standard for Fire is functioning properly.
Doors and Fire Windows, Section
15-2.4.3 requires all horizontal or vertical II. There are no other rolling
‘1 . fire doors located within the
sliding and rolling fire doors to be facility
inspected and tested annually to check for '
proper operation and full closure. lll. The fire system contractor
Resetting of the release mechanism shall will continue to evaluate
be done in accordance with the function of rolling fire f’°°’
manufacturer's instructions. A written annually. I?ocume_ntatlon_ of
. . the annual inspections will be
record shallll be maintained al.ld shalll be maintained in the Maintenance
made available to the authority having Department and will be
jurisdiction. This deficient practice could available upon request.
affect 5 residents present in the lounge Maintenance Department staff
room adjacent to the kitchen including w'"_ review requlre.ment and
taff it verify understanding.
staff or visitors.
IV. The annual inspection of
Findings include: rolling fire doors will be added
to our facility Preventative
Based on observation on 09/18/12 at 1|\f|:||-ntena_nct:e calendarﬂln the
. . s maintenance software.
12:45 pm with the Malntel.lance HFA will monitor TELS tasks to
Supervisor, there was a rolling fire door ensure that the rolling fire door
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protecting the opening from the kitchen to inspection is completed
the lounge room without an attached annually.
ispection tag. The lounge r001?1 was.not V. COMPLETION DATE:
open to the corridor. Based on interview 10/18/2012
on 09/18/12 at 12:47 p.m. and subsequent
Fire Safety record review at 3:08 p.m.
with the Maintenance Supervisor, it was
acknowledged there was no additional
documentation of an annual inspection or
test to check for proper operation and full
closure of the vertical rolling metal fire
door.
3.1-19(b)
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A Life Safety Code Recertification, State
Licensure and Quality Assurance
Walk-thru Survey were conducted by the
Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 09/18/12

Facility Number: 002574
Provider Number: 155677
AIM Number: NA

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Life Safety Code survey, Bell
Trace Health and Living Center Inc. was
found not in compliance with
Requirements for Participation in
Medicare, 42 CFR Subpart 483.70(a),
Life Safety from Fire, and the 2000
edition of the (NFPA) National Fire
Protection Association 101, (LSC) Life
Safety Code and 410 IAC 16.2. The
Rehabilitation unit was surveyed with
Chapter 18, New Health Care
Occupancies.

This one story facility was determined to
be of Type V (111) construction and was
fully sprinklered. The facility has a fire

alarm system with smoke detection in the

K0000
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corridors, spaces open to the corridors and
hard wired smoke detectors in all resident
sleeping rooms. The facility has a
capacity of 80 and had a census of 71 at
the time of this survey.

The facility was found in compliance with
state law in regard to sprinkler coverage
and with smoke detector coverage.

All areas where the residents have
customary access were sprinklered. The
facility has one detached barn for facility
storage which was not sprinklered.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0051 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
A fire alarm system with approved
components, devices or equipment is
installed according to NFPA 72, to provide
effective warning of fire in any part of the
building. Activation of the complete fire
alarm system is by manual fire alarm
initiation, automatic detection, or
extinguishing system operation. Pull
stations are located in the path of egress.
Electronic or written records of tests are
available. A reliable second source of power
is provided. Fire alarm systems are
maintained in accordance with NFPA 72,
National Fire Alarm Code, and records of
maintenance are kept readily available.
There is remote annunciation of the fire
alarm system to an approved central station.
18.3.4,9.6
Based on observation and interview, the K0051 K 051 NFPA 101 LIFE SAFETY 10/18/2012
facility failed to install 1 of 1 fire alarm CODE STANDARD lt is the
systems in accordance with NFPA 72, policy of Bell Trace Health &
National Fire Alarm Code, 1999 Edition. Living Center to maintain the
) rolling fire doors in accordance
NFPA 72, 1-5.2.5.2 requires the fire with NFPA Code. 1. The fire
alarm circuit disconnecting means shall alarm circuit disconnecting
have a red marking, shall be accessible means has been identified with
only to authorized personnel, and shall be ared label statjng “Fire Alarm
identified as FIRE ALARM CIRCUIT Panel Shut-off”. Il. The
. ] . maintenance director provided
CONTROL. This deficient practice could an inspection of the circuit
affect all residents as well as visitors and panel and no other fire system
staff. disconnecting means were
found to be out of compliance.
Findings include: ll. The Maintenance
Department staff will inspect
the facility circuit panel
Based on observation on 09/18/12 at 1:10 quarterly to ensure that fire
p.m., with the Maintenance Supervisor alarm system disconnecting
the fire alarm system circuit breaker was means are appropriately
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located in a utility room in the kitchen labeled. Maintenance

next to the kitchen exit, but it was not Department Sta:;f will review

. . . . requirement and veri

identified. Based on interview on q . fy

. understanding. IV.

09/18/12 at 1:15 p.m. with the Maintenance Department staff

Maintenance Supervisor, it was will report any non-compliance

acknowledged the breaker for the fire to the HFA who will bring the

alarm system circuit was not identified. finding to the facility’s Quality

Improvement Committee. V.
COMPLETION DATE:
3.1-19(b) 10/18/2012
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